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bstract 


‘nown to be one of the most important causes of child 

{ mortality. Early evidence from program areas established 

snce of childhood infections were major factors in 

ars. Thus, INHP-II aimed at helping the Integrated 

a lesser extent, the programs of the Health Department 

dren less than two years of age to promote healthy 

durage timely advice at contacts and home visits by 

yeriods before and after six months of age, when support 
complementary feeding. These interactions emphasized 
feeding, and providing such cereal-based foods ad 

ount appropriate for age. Variety and nutnrent density were 
pacity of the family. Other approaches, including mass 
groups in monitoring services were also employed, but less 
ill project scale of 78 districts across nine states. This paper 
te. 


~ Evidence is drawn mainly from state-level estimates of indicators from program baseline and endline surveys, 
district-level estimates from three rounds of periodic assessments from one district in each of the eight project 
states and from an evaluation research study conducted in one district to assess the impact of the INHP 
interventions on nutritional status, which included two intervention and two comparison districts. All estimates 
presented in the results pertain to INHP-assisted regions within the respective states and districts. 


Results and Discussion 


The largest changes seen in feeding behaviors were substantial improvements in the practice of early 
breastfeeding and the avoidance of prelacteals, seen across most states and districts over time. In about half 


the states and districts, improvements of mor 
breastfeeding in the first six months, in timely 
complementary foods at a frequency recomme 
children. The rates of exclusive breastfeeding 
were equal or greater at the INHP endline su 
corresponding states. In one of the two inte 
virtually all feeding behaviors over the study | 
comparison district; in the second interventio 
the comparison district. | 


The availability of cereals in households was 
practice of complementary feeding; however, ' 


Background 
The RACHNA program 


Infant and Young Child 
Feeding 


The RACHNA program of CARE India included two USAID-supported projects: 

the second phase of Integrated Nutrition and Health Project (INHP-II), which 
focused on child health and nutrition, and the Chayan Project, which supported 
interventions for promoting birth spacing and the prevention of transmission 

of HIV/AIDS among groups at high risk. INHP-II, built upon the lessons and 
experiences of the first phase, was implemented in 747 Integrated Child 
Development Services (ICDS) blocks? in 78 districts across nine states’ from October 
2001 to December 2006 to complement the maternal and child health and nutrition 
(MCHN) efforts of the ICDS and the Ministry of Health and Family Welfare (MoHFW) 
programs. To achieve its goal of “sustainable improvements in the nutrition and 
health status of seven million women and children”, INHP-II adopted a two-track 
approach — supporting service providers to improve the quality and coverage of 
MCHN services and systems and engaging communities to support better infant 
feeding and caring practices and sustain activities for improved maternal and child 
health and survival. The implementation was facilitated by small program teams of 
CARE, located at the district, state and national levels, and working closely with 
the functionaries of the ICDS program and the programs of the MoHFW, and with a 
range of partners, including local NGOs and Community-Based Organizations (CBOs). 
The main strategies were strengthening of existing systems, behavior change 
communication and capacity building. A detailed description of the program can be 
found in the paper, Program Descnption, in this series. 


This paper describes the results and lessons from the RACHNA program related to 
Infant and Young Child Feeding. 


Malnutrition is responsible, directly or indirectly, for 60 percent of the 

10.9 million deaths annually among children under five (WHO, 2003, Pelletier 
et al, 1993). It has close cyclical links with a number of common and dangerous 
childhood infections, which seriously impact the development of a growing 
child, even when not resulting in premature death. Malnutrition eventually 
directly impacts productivity and health in later life. Evidence indicates 

that addressing malnutrition through universal coverage of breastfeeding 

and appropriate complementary feeding can prevent up to 13 percent and 

six percent respectively, of all under-five deaths in high under-five mortality 
countries (Jones et al, 2003). This effect on mortality is in addition to the 
simultaneous direct effects of interventions to detect and manage diarrhea, 
ARI, malaria, HIV/AIDS and perinatal infections, assuming that these also reach 
near-universal scale. Until some of these more technologically challenging 
interventions reach universal scale, the effects on mortality of improved infant 
feeding, which can be practiced by families themselves, are likely to be even 
more pronounced than the above figures suggest. 


1 A block is an administrative sub-unit of a district, having a population of around 100,000, and often larger. An ICDS block is 
usually identical to the administrative block, and comprises about 100 Anganwadi Centers (AWC). Not all blocks in a district and 
not all villages and hamlets within a block may be served by the ICDS program. INHP-II was designed to be implemented only 
in ICDS-served blocks, but did not necessarily cover all ICDS blocks in the districts where it was implemented. 

2 These include Andhra Pradesh (AP), Bihar (BI), Chhattisgarh (CG), Jharkhand (JH), Madhya Pradesh (MP), Orissa (OR), 
Rajasthan (RA), Uttar Pradesh (UP) and West Bengal (WB). Since the program was implemented in Bihar only from late 2004 
onwards, results presented are only from the other eight states. 
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re than faulty feeding practices is universally 


recognized. In the context of poverty, the availability and RStRSS to quality 
nutrients in adequate amounts, access to a hygienic living environment, access to 
quality medical services and to correct information about healthy child care and 
feeding practices are frequently all severely limited, contributing to ie high levels 
of malnutrition that are seen in many areas. Without directly addressing equitable 
economic development, malnutrition cannot be eliminated. However, evidence 

also strongly suggests (Scrimshaw 1995; Caulfield et al, 1999; Karim and Lamstein, 
2003, Gragnolati M, 2005) that measurable improvements in nutritional status can 
be achieved even within existing poverty constraints, by influencing child feeding 
practices, with or without simultaneously addressing infections. The programs and 
intervention studies often used a mix of different forms of approaches to induce 
and maintain behavior change. As expected, there was variability in results, but the 
majority of the research and programmatic efforts improved growth rates by 0.1 to 
0.5 SD (Caulfield et al, 1999; Penny et al, 2005). Results from the larger program 
settings provide plausible evidence that comprehensive, multifaceted interventions 
involving breastfeeding promotion and improved complementary feeding can be 
affordable and acceptable means to improve nutritional status of older infants. 
However, one has to be cautious in drawing conclusions from these program reports 
as most of these were not meant to have robust research designs. 


That malnutrition 1s caused by mo 


Evidence from within India is more limited. Two recent, relatively small-scale 
studies in the states of Haryana and Karnataka demonstrated change but no 

clear improvement in weight-for-age status of infants as a result of nutrition 
counseling or education. In the rural Karnataka study, nutrition education and 
counseling was significantly associated with increased weight velocity among girls 
and improved feeding behaviors among both boys and girls (Kilaru et al, 2005). 
In rural Haryana, the main outcome measures were weights and lengths at 6, 9, 
12, and 18 months and complementary feeding practices at 9 and 18 months. In 
the overall analyses, there was a small but significant effect on length gain in the 
intervention group. The effect was greater in the subgroup of male infants. Weight 
gain was not affected (Bhandari et al, 2004). Nutrition counseling by health 
workers and through other existing channels was found to be positively associated 
with exclusive breastfeeding prevalence at 3 months and consumption of milk/ 
cereal gruel or mix use at 9 months and 18 months (Bhandari et al, 2005). 


Most of the available research on 30 years of ICDS does not provide convincing 
evidence that the program has made a difference to nutritional status or to feeding 
practices. This is reflected in the slow rates of improvements over successive rounds 
of the National Family and Health Surveys (NFHS) (Gupta et al, 2005). However, 

the World Bank evaluation of the Tamil Nadu Integrated Nutrition Program (TINP) 
indicated that improvements in feeding practices were achieved at scale, and may 
have led to improved nutritional status as well (World Bank, 1994). 


The Role of INHP in Influencing Infant and Young Child Feeding 


= 2 


ane was designed to help existing national programs and communities 
improve infant and young child feeding practices as part of an integrated set of 
Interventions that also included strengthening community based newborn care, 
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primary immunization and provision of Vitamin A and Iron supplements. It was 
designed to reach a very large scale over a relatively short period of time. The initial 
design of the project addressed a wide range of issues in Infant and Young Child 
Feeding (IYCF) (Box 4.1), but compulsions of scale and time made it necessary to 
narrow the focus to a small set of basic and critical Practices that were identified as 
the major gaps early in the life of the project. These included the promotion of: 


* Early initiation of breastfeeding at birth and the avoidance of prelacteals 
e Exclusive breastfeeding until six months of age 
¢ Initiation of complementary feeding at six months 


° Feeding of cereal-based semi-solid/solids following age-specific frequency and 
quantity recommendations 


© Feeding of main meals by adults from separate plate/bowl 
¢ Feeding a variety of home-available foods 


e Increasing energy density by adding oil or ghee to meals. 


Other aspects, particularly food hygiene and the management of feeding during 
and after illnesses did not receive similar levels of attention. 


A number of different approaches were employed in INHP to influence change 
in feeding practices (Box 4.1). A later section in the paper describes how the 
program strategy evolved to reach scale with these interventions. 


By design, the geographical reach of INHP-II interventions expanded in phases, only 
reaching the last 50 percent of the program universe in the last year of the program. 


Methods of Assessment 


Evidence used in this paper comes mainly from a number of large sample surveys 
conducted over the life of the program for monitoring and evaluation purposes. 
This section describes the methodology of these surveys in brief. 


Baseline and Endline Surveys 


Baseline and endline surveys of INHP-II provided state-level estimates for 
selected indicators. The endline survey of INHP-I (early 2001) served as the 
baseline survey of INHP-II. The INHP-I endline for Bihar served as the baseline 
for Jharkhand and the Madhya Pradesh endline served as the baseline for both 
Madhya Pradesh and Chhattisgarh, since the new states of Chhattisgarh and 
Jharkhand were created from a division of the erstwhile Madhya Pradesh and Bihar 
respectively, just prior to the INHP endline survey. 


INHP-I consisted of three kinds of program areas based on intensity of ; 
interventions and effort: the “High impact” blocks, “Capacity building blocks 
and “Other blocks”. The 2001 survey was designed to generate separate estimates 
of these three areas through a multi-stage sampling design: a fixed number of 
blocks and PSUs (AWCs - Anganwadi Centers) were randomly picked from each of 
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Box 4.1: Key interventions and approaches for improving Infant and Young 


Child Feeding (IYCF) 
Infant and child feeding practices promoted by INHP: 
Initiation of breastfeeding immediately after birth 
Avoidance of the feeding of prelacteals 
Exclusive breastfeeding until six months of age 
Initiation of complementary feeding at six months 
Age-appropriate frequency, quantities and consistency of cereal-based meals 
Responsive feeding of meals by responsible adults or older children 
Feeding out of a separate bowl or plate 
Nutrient density, including energy density 
Inclusion of a wide variety of food items in the diet to maximize nutrient 
vanety 
Nutritional snacks between meals 
Appropriate feeding during and after illnesses 
Continued breastfeeding until 24 months of age. 


Program approaches to promote IYCF: 
e Behavior Change Communication 
e Interpersonal communication through home visits and other contacts by 
service providers and volunteers, using job aids to inform and to help solve 
problems, during critical contact periods from pregnancy up to two years of 
a child’s age. Detailed guidance on how to operationalize the promotion of 
infant feeding practices at village, sector and block levels 
Folk and mass media, including wall-slogans, posters, street-plays, radio 
spots, informed by formative research. 
e Building capacities and skills 
¢ A wide range of target groups: 
Field functionaries of ICDS and Health department staff, especially AWW 
and ANM and their direct supervisors 
Volunteers (Change Agents) 
Community groups (SHG, Mahila Mandal, PRI members) 
Facilitators included block and district level teams comprised contracted 
local NGOs, ICDS and Health department staff and external resource teams. 
e Advocacy and use of evidence 
e Advocacy for expansion of ICDS operational focus from treatment of 
children with malnutrition to the prevention of malnutrition in all children, 
focusing on the under-two child 
Advocacy for structured and supervised interpersonal communication efforts 
by AWW and ANM, including through home visits and other contacts 
Independent assessments at district levels of processes, outputs and 
outcomes considered critical to achieving impact, and use of the evidence 
to highlight gaps and plan for action. 


State and district level CARE/INHP teams facilitated and managed implementation 
of these approaches at all levels. 
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the three areas 540, 540 and 832 respondents ( 
Old) were selected respectively using a predeter 
The interview tool was common to all children of 0-23 months, and covered all 
interventions supported by INHP - antenatal, natal and newborn Care, infant 
feeding and immunization. State-level estimates, derived by applying population 


weights to the three areas, are used for all comparisons with the endline without 
reference to the three kinds of program areas. | 


mothers of children 0-23 months 
mined random selection process, 


The endline survey of INHP-II (early 2006) used a multistage sampling design, 

but this differed in some respects from the baseline. The respondents (mothers of 
children 0-23 month old), were drawn from two groups. The mothers of children 

0-5 months of age were asked questions related mainly to antenatal, natal and 
newborn care and breastfeeding, while mothers of children 6-23 months old 

were interviewed with questions mainly related to complementary feeding and 
immunization. This helped minimize recall bias and capture more recent events, likely 
to have been influenced by program interventions. The sample size was sufficient to 
detect a 10 percentage point difference in an estimate with 95 percent confidence 
limits and 80 percent power, and an assumed maximum design effect of 1.8. The 
number of PSUs and blocks selected in each state varied according to the birth rates, 
being higher in states with lower birth rates. Blocks were selected in a manner that 
ensured proportionate representation of urban, rural and tribal blocks, and PSU 
selection within a block ensured the proportionate representation of demonstration 
sites (DS),’ replication sites and other sites. Sampling frames were generated for 
children 0-5 months and 6-23 months by prior house-listing and the target sample 
picked by circular systematic sampling, making allowance for a non-response rate of 
15 percent. For each group, the target number to be completely interviewed was 
733. Effectively, this resulted in a virtually self-weighted sample for each state. 


There were changes in the extent of the program universe between the baseline 
and the endline, arising from factors unrelated to program interventions. Upon 
the advice of a Technical Advisory Group (TAG) that guided the endline survey, a 
comparison was made between background characteristics of the two universes, 
using available census data. Since only minor differences were found between 
the universes, the TAG recommended that comparisons between the baseline 

and endline universes should be considered valid. More details about the two 
universes can be found in the paper, Methods Used for Assessments, in this series. 


Periodic Rapid Assessments (RAPs) in the Panel Districts 


In order to monitor progress in outcomes to inform program strategies, a panel 
of one district from each of the eight states was established in 2003, where 
three rounds of periodic assessments were conducted between 2003 and 2005 at 
approximately annual intervals. The universe for these assessments was the first 
phase replication sites (the first batch of 25 percent AWCs in the district where 
at-scale implementation began). 


ite (DS) was an AWC that held an NHD every month, had a community 


3 As described in the paper, Program Description, a Demonstration ee active Change Agents end had other nee d-based innovations. 


group that managed nutrition and health activities, had at least t : tabtie implemented, thus 
The DS were largely supported by local NGOs, and served to demonstrate how these best practices nie packghcr ad Replication 
facilitating their replication to the rest of the district. The AWCs beyond DS that were reached by Hide falas 

Sites (RS) and the rest as “Others”, in order to provide a sense of the duration of RACHNA interven 


Changing Infant and Child Feeding Behaviors 5 


The Nutrition Evaluation 
Research 


f age were interviewed on antenatal, natal and 
newborn care and breastfeeding, while mothers of children 6-23 months old were 
‘nterviewed on complementary feeding and immunization. Round 1 had a two-stage 
design, first randomly selecting five blocks from each district, and then five PSUs 
from each block, followed by selecting a fixed number of children 0-23 months old 
from each PSU, whose mothers were respondents. The target sample size was 150 
for children 0-5 months old and 450 for children 6-23 months old. Rounds 2 and 3 
used a one-stage design, directly picking 90 PSUs from the universe, spread across 
all blocks in the district, and then randomly selecting the target sample (460 each 
for the two age groups 0-5 and 6-23 months) from a sampling frame generated by 
house-listing after allowing for a 15 percent non-response. The latter samples were 
sufficient to detect a difference of 10 percentage points in estimates of two surveys 
with 95 percent significance and 80 percent power, assuming a small design effect. 
The estimates from the first round were therefore expected to be less precise than 
those for the subsequent rounds, particularly for the smaller sample of the 

0-5 month group. The tools used in Round 1 were modified to add more questions 
and refine existing ones, while ensuring maximum comparability. 


Mothers of children 0-5 months o 


The nutrition evaluation research study was conducted by the Johns Hopkins 
Bloomberg School of Public Health to assess the impact of the INHP intervention 
package on the nutritional status of children 0-23 months old, when implemented 
at scale. The study lasted two years. It was located in two program districts — 
Barabanki in Uttar Pradesh and Karimnagar in Andhra Pradesh, using ICDS covered 
areas in Unnao in Uttar Pradesh and Rangareddy in Andhra Pradesh as non- 
intervention comparison. The study used a quasi-experimental pre-post design 
with multi-stage sampling. The baseline survey was conducted in 2003 and the 
endline survey was contemporaneous with the RACHNA program endline survey in 
early 2006. Two smaller “adequacy” surveys were conducted at intervals between 
the baseline and endline surveys. Sample sizes at the baseline and endline 
Surveys were designed to be adequate to detect a difference of 0.18 in z scores of 
nutnitional status. 


More detail of these surveys and related information is available from the paper 
Methods Used for Assessments in the RACHNA program, in this series. 


This paper draws evidence from all these sources. Most of the information on 
breastfeeding comes from interviews of mothers of children 0-5 months old from 
these surveys, while the information on complementary feeding comes from 
mothers of children 6 to 23 months of age. 


In tabulating and presenting results, estimates of indicators are presented 
separately for each district or state as the case may be, and in most cases, the 
average program-wide estimates are not emphasized. This pattern has been 


followed to retain the focus on individual states and districts, among which there 
's considerable variability. 


Also, statistical significance tests are not presented for most primary results, such 
as when comparing estimates for indicators across baseline and endline Surveys, or 
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across rounds of RAPs. Most of the surveys were large sample Surveys, designed 
detect differences of 10 percentage points or more between two sina 4 
While confidence intervals or p values could have been presented, this git . 
made the already large tables, each bearing results from eight abate or dane is 
even less user-friendly. Instead, the authors have taken the view that it is safe to 
assume that a difference of 10 percentage points or more between rounds is likel 

to be statistically significant in most cases, and that showing statistical cera 
for differences of less than 10 percentage points may not be convincing from a 
program perspective. Thus, descriptions of results also generally distinguish between 
differences of 10 percentage points or more (as being statistically significant and 
programmatically relevant in most cases), and lesser differences (as being not 
convincing in most cases). While this approach oversimplifies the presentation 

of results, it should help the general reader interpret results more easily. More 
experienced and interested readers will look deeper, in any case. 


Results and Discussion 


As mentioned above, of the several aspects of infant and young child feeding 
practices, the program focused on the main gaps that were observed during 
early assessments and field observations. First, the evidence for change in 
these practices is presented, followed by the evidence related to various 
factors influencing change. The findings are then reviewed in the light of field 
observations and experience. 


Changes in Infant and Young Child Feeding Practices 


Early initiation of 
breastfeeding and 
avoidance of 
prelacteals* 


Evidence for change in feeding behaviors over the life of the program comes 
from the baseline and endline surveys and the RAPs from the eight panel 
districts. At the baseline survey, information on a limited number of indicators 
of feeding behavior was collected. These indicators are compared with endline 
estimates in Table 4.1. In addition to these indicators, more detail of feeding 
behaviors were available from the RAPs in the panel districts and from the 
endline survey. Changes in these additional indicators over the three rounds of 
RAPs are presented in Table 4.2. 


The proportion of mothers reporting that their infant was first put to the breast 
within two hours of birth increased substantially between baseline and endline 

in all states other than Rajasthan, and was paralleled by large reductions in the 
proportion of mothers reporting that they had not given anything to the child 
before putting the child to the breast for the first time after birth. The program 
level increase in breastfeeding within two hours of birth was about 29 percentage 
points, and the decrease in feeding prelacteals was about 38 percentage points. 
Some of the largest changes were seen in Uttar Pradesh and Jharkhand, where 


4 Since another paper in the series, ‘Enhancing Newborn Care’ deals in detail with feeding and caring behaviors in the neonata 
period, these are described only in brief here. 
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improved practices were reported by more than 50 percent of mothers by the 
endline, starting with about 10 percent or less at the baseline. The a cha 

in Rajasthan appears to be attributable to strongly entrenched cultural beliefs is 
where families feel compelled to feed water or other liquids to newborn bales 
rather than providing immediate breastfeeding. 


Exclusive breastfeeding 

Exclusive breastfeeding (EBF) rates are generally expressed as the proportion 
of children under six months who have not been given anything other than 
breast milk and medicines in the previous 24 hours. This indicator is presented 
in Table 4.1 with the caveat that it was not measured in a similar manner in 
the baseline and endline surveys but that the differences in definitions tend to 
underestimate the magnitude of increase in EBF from baseline to endline.' 

As shown in the table, in infants less than six months old, 24-hour EBF rates 
have increased 13 percentage points from the baseline to reach about 79 
percent program-wide. Four states had a greater than 10 percentage points 
increase, the highest changes being seen in Jharkhand (31 percentage points) 
and Rajasthan (28 percentage points). In infants less than four months old, 
the baseline-endline changes are similar but less marked. The proportion of 
children dropping out of exclusive breastfeeding between four and six months 
ranged from seven percent to 19 percent at the baseline across different states, 
to between one percent and 11 percent at the endline, again suggesting that 
exclusive breastfeeding practices improved between the two surveys. It is 
noteworthy that in five of the eight states, the endline estimates for 24-hour 
EBF in children up to six months of age was 80 percent or more, and around 

70 percent in the remaining three states. 


Age at introduction of semi-solids 

The age at which introduction of semi-solid into the child’s diet was measured on 
the basis of mother’s recall of the age at which the child was first introduced to 
semi-solid, recorded in completed months. In five of the eight states, there have 
been improvements of 10 percentage points or more in the proportion of children 
introduced to semi-solid at the right age between the baseline and the endline. 
One state, Rajasthan, showed a decrease (Table 4.1). 


Because indicators on other feeding practices are not available from the baseline, 
results are presented from the three rounds of RAPs in the panel districts in Table 4.2. 


Recommended frequency of complementary feeds 

The frequency of feeding of cereal-based meals as complementary foods? is shown 
in Table 4.2.° The proportion of children 6-11 months of age reported to nave been 
fed at the recommended frequency in the 24 hours prior to the interview increased 
10 percentage points or more over the two-year period between Rounds 1 and 3 


° In Guiding principles for complementary feeding of the breastfed child (2003), the WHO recommends that breastfed children 6-23 
months of age be fed meals of semi-solid/solid foods at the following frequency: 
¢ 6-8 months: 2-3 meals per day 
e 9- : 3-4 meals per da 
6 The aierth hails > ie Lak A the meals fed by an adult or a sibling older than 12 years, wir . pr polaisiere pit 
bowl in the 24 hours prior to the interview. These are somewhat conservative estimates of ae ae of 
consumed by children, but represent the portion of frequency most likely to be influenced by the program. 
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in six of the eight panel districts. Similar results were seen among children 12-23 
months of age, in four of the eight districts. In this age-group, 
the proportion of those who received complementary feeding at 
frequency in the panel district in Madhya Pradesh, though the re 


there was a drop in 
the recommended 
asons are unclear. 


Recommended quantities of complementary foods: volumes and calories 

The WHO currently recommends certain amounts of complementary foods to be 
fed daily to breastfed infants and young children over 6 months of age expressed 
in terms of age-specific energy intake recommendations.’ In nutrition Surveys 
information about energy and other nutrient intake is typically gathered in a 
or more elaborate 24-hour dietary recalls, where the attempt is to record all of 
the food consumed by the child. In the surveys in the RACHNA program, a more 
conservative estimate of energy intake was derived using a shorter version of 
the 24-hour dietary recall," which closely reflected the central “message” of 
complementary feeding promoted by RACHNA,? and thus represented the portion 
of the total dietary intake most likely to be influenced by the program. Other than 
energy, the intake of specific nutrients was not quantified. 


As presented in Table 4.2, very few children received recommended quantities of 
food. Because this was close to zero in round one estimates for the proportion 
of children reportedly fed at least half the recommended quantities are also 
presented. Even these estimates were very low in Round 1: among 6-11 month- 
olds, it exceeded 10 percent of the infants only in four districts, and among 
12-23 month olds, it exceeded 10 percent in only one district (Orissa). After 

two years, many of the districts showed positive trends. Among 6-11 month old 
children, five districts (panel districts of Andhra Pradesh, Chhattisgarh, Madhya 
Pradesh, Orissa and West Bengal) showed an increase of more than 10 percentage 
points, and in two of them (Andhra Pradesh and Orissa), about half the children 
received at least half the recommended quantities by Round 3. Among 12-23 
month-old children, three districts (Andhra Pradesh, Orissa and West Bengal) 
showed an improvement of more than 20 percentage points. Around a third or 
more of the children in these districts are reported to receive at least half the 
recommended quantities. These are conservative estimates of energy intake and 
actual total intakes are likely to be somewhat greater. In Jharkhand, where there 
was a decrease between Rounds 2 and 3, field observations indicate that the 
implementers did not sustain focus on feeding more quantities over time. 


Energy density 

The program promoted the use of additional oil or ghee to children’s meals to 
enhance the energy density of the meals. As shown in Table 4.2, in three of eight 
districts (in Chhattisgarh, Orissa and Uttar Pradesh), the proportion of mothers 
of children 6-11 months old reporting that oil or ghee had been added to meals 
increased by 10 percentage points or more over two years. 


WHO recommends that breastfed children 6-23 


; ae ss he breastfed child (2003), the 
In Guiding principles for complementary feeding of the breastfe ( nts of additional energy: 


months of age be fed complementary foods to provide the following average amou 
¢ 6-8 months: 200 kcal per day 
* 9-11 months: 300 kcal per day 


* 12-23 months: 550 kcal per day ; — by an adult, 
® The program promoted feeding “increasing quantities of semi-solid or solids such as rice, roti, dal, khichdi, etc., by 


out of a separate plate or bowl”. 
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Variety in diet 
The ae consumption of three or more food groups in the week prior to the 


‘nterview is estimated from a series of prompted questions with regard to each food 
group. There are no consistent patterns seen across districts, which may be due to 
fluctuations in availability and utilization of different kinds of foods. 


In sum, significant improvements appear to have occurred in a number of 
feeding behaviors across states, the most important being achievements of 
high levels of exclusive breast feeding and the improvements in volumes 

of complementary foods fed to children. However, despite significant 
improvements, the low attained level of complementary feeding practices 
remains an area of major concern, and certainly contributes to the high levels 
of malnutrition in these states. 


Comparisons with non-RACHNA Served Areas 


INHP-II Endline vs 
NFHS-3 


Figure 4.1: Children 0-5 
months exclusively breastfed 
in the last 24 hours, 
RACHNA Endline (2006) and 
NFHS-3 (2006). 


State-level estimates of the RACHNA endline survey indicators can be potentially 
compared with the approximately contemporaneous state-level assessments: the 
third round of NFHS which was conducted in early 2006. The NFHS-3 estimates 
could be assumed to represent entire states, and can be interpreted as the 
weighted averages of RACHNA-served and non-RACHNA-served areas. Comparing 
those results to the RACHNA endline provides one of the measures of influence of 
the RACHNA program interventions. 


Early results from NFHS-3 provide estimates of exclusive breastfeeding in children 
up to six months old and complementary feeding at 6-9 months of age. The 
RACHNA and NFHS-3 surveys use similar but not the same questions for generating 
these indicators.” 


Figure 4.1 compares estimates of the 24-hour EBF indicator among children 
0-5 months of age between RACHNA endline and NFHS-3. Except in the case 
of Chhattisgarh, where both RACHNA and NFHS-3 endline estimates are very 
close, the RACHNA endline estimates are about 10 percent to 60 percent 
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Figure 4.2: Children 6-9 
months old receiving solid 
or semi-solid food and 
breast milk, RACHNA Endline 
(2006) and NFHS-3 (2006). 


The Nutrition 
Evaluation Research 
Study 


% children of 6-9 months old 


mEndline m NFHS-3 (Rural) 


WB 


higher than NFHS-3 estimates. Overall, the pattern appears to indicate that 
EBF is clearly more common in RACHNA served areas than in other areas in the 
same state.” 


Figure 4.2 presents comparisons for the proportion of mothers of children 

6-9 months old reporting that the child was fed breast milk and any of a variety 
of solids or semi-solid. In five of the states, RACHNA endline estimates for this 
indicator are greater than NFHS-3 estimates by 10 percentage points or more, 
while they are virtually equal in the three other states (Jharkhand, Rajasthan and 
Uttar Pradesh).° 


The Nutrition Evaluation Research (NER) study involved two RACHNA program 
districts, Barabanki (Uttar Pradesh) and Karimnagar (Andhra Pradesh) and two 
non-RACHNA districts, Unnao (Uttar Pradesh) and Rangareddy (Andhra Pradesh) 
for comparison. Table 4.3 presents estimates from the baseline and endline 
assessments from these four districts for a number of infant feeding indicators, 
comparing changes over two years between the two districts in each pair. The 
study concluded that, compared to control districts, there was a greater increase 
in early breastfeeding and avoidance of pre-lacteal feeds in the RACHNA districts. 
The RACHNA district in Uttar Pradesh also had a significantly greater increase in 
the levels of exclusive breastfeeding and in the frequency and volumes of feeding 
complementary foods compared to the control district. The proportion of children 
being fed adequate amounts remained very small even in the intervention district. 
Both intervention districts showed greater evidence of effort by families to feed 
children, compared to the non-intervention districts (in terms of children being 
fed by the mother or fed from a separate plate). 


Taken together, it appears that infant feeding practices changed faster and a 
higher levels in at least some of the states and districts covered by the RACH 2 
program interventions, as compared to non-RACHNA served areas in the same states. 


safe ideas are hice oh sual dono its must be interpreted 
» Since these estimates are based on small denominators in both, RACHNA and NFHS-3 surveys, the resutts 
with caution. 
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s in selected infant and young child feeding behaviors, Nutrition ER (2004-2006) 


Table 4.3: Change 
BREASTFEEDING BEHAVIORS (0-5 months old) 


% Breastfeeding initiated 1 hour after delivery (n) 


| 
; Intervention Comparison 

, mparison | Diff | 
Aap riteeatil AP) aa (Barabanki UP) | (Unnao UP) 


Karimnagar AP) | ) 
bi : Fp Snange Baseline | Endline | Change | Baseline | Endline | Change 


Baseline | Endline | Change | Baseline | Endline | Change | 
eae en i Ee OR Ss ee 
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COMPLEMENTARY FEEDING BEHAVIORS (6-23 months old) 
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| Change 
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Factors Influencing Infant Feeding Practices 


The influence of 
program strategies 


The RACHNA program promoted a wide range of strategies involving interpersonal 
contacts between families and service providers and mass communication 
interventions for improving infant feeding behaviors. Both were approached 
through: (i) advocacy for action at various levels within government systems 
and community leadership forums; (ii) capacity building to enhance awareness 
of the problem of malnutrition and the contribution of poor feeding practices 

to malnutrition; (iii) the generation and use of relevant data for action 

and planning; and (iv) catalyzing improvements in program management 
approaches that encouraged planning and implementation to achieve concrete, 
measurable outcomes. Following well-recognized principles of behavior change 
communication, interpersonal contacts were given the priority in these strategies, 
using mass communication campaigns to raise general awareness and supplement 
the one-on-one efforts of frontline workers and volunteers. 


Since the INHP-I endline assessment (which served as the INHP-II/RACHNA baseline) 
did not include detailed information about these processes, comparisons between 
baseline and endline are not possible. However, the RAPs from the panel districts, 
and the program endline survey did measure a number of process indicators. Detailed 
information is available from mothers’ interviews about contacts between specified 
service providers and families, including home visits during specified periods and 
other contacts. Information is also available for what advice was given during the 
contact, regarding a number of specified child caring and feeding behaviors. 


Contacts by service providers 

A key strategy promoted during RACHNA was that the AWW (Anganwadi Workers) 
or ANM (Auxillary Nurse Midwife) or volunteers make home visits during critical 
periods and provide appropriate information/advice that would lead to changed 
behaviors related to delivery, newborn care and feeding. Table 4.4 presents trends 
in the proportion of mothers who delivered at home, reporting home visits by AWW 
or ANM during specific periods of pregnancy or the first two years of the child's 
age, over successive rounds of RAPs in panel districts: Overall, the proportion of 
mothers reporting home visits increased during the project period in most states. 
The proportion of mothers reporting that they had been visited at home in the last 
trimester by either the AWW or the ANM increased by more than 15 percentage 
points in four districts (Andhra Pradesh, Chhattisgarh, Orissa and Uttar Pradesh) 
between the first and third rounds of RAPs. First day visits, expected to be more 
difficult to accomplish, increased in the same four districts. In the panel distnct 
in Orissa and Chhattisgarh, more than half the births were reported to have been 
attended by the AWW or the ANM on the day of birth, while in Andhra anges and 
Uttar Pradesh, between a quarter and a third of mothers reported such visits. The 
proportion of mothers of children 0-5 months old who reported being contacted 
either during pregnancy or on the day of birth and receiving advice related i 
breastfeeding went up more than about 40 percentage points between the first 
and third rounds in five districts, steadily increasing over rounds in most cases. 
The proportion of mothers of children 6-17 months old who reported being visited 
at home by the AWW or ANM in the previous month had increased by about 20 
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percentage points or more in four districts ( 
West Bengal). In five of the eight di 
of respondents reported receiving at 
by either the AWW or the ANM in Ro 
Jharkhand, Madhya Pradesh and Raj 
home visits in the previous month 


Chhattisgarh, Orissa, Uttar Pradesh and 
stricts, between 45 percent and 55 percent 
least one home visit in the previous month . 
und 3. However, in the panel districts of 
asthan, the proportion of women reporting 
was less than 20 percent even in Round 3. 


Advice received from service providers 

The respondents who reported any contacts with service providers or volunteers 
were asked whether anyone had advised them to give cereal-based semi-solid/ 
solid food to the child, how often they were told to feed the child and to list the 
different pieces of advice that they received related to feeding foods other than 
breast milk. This information is presented in Table 4.4 as the proportion of all 
women who received each kind of advice.° 


The proportion of mothers of children 6-17 months old reporting that they had been 
advised to feed the child semi-solid at a certain frequency appropriate for the age 
of the child (see footnote 5) increased by more than 20 percentage points in Orissa, 
Uttar Pradesh and West Bengal, and by more than 10 percentage points in Andhra 
Pradesh and Chhattisgarh between Rounds 2 and 3. By Round 3, more than half 
the women in four of the eight districts (Andhra Pradesh, Chhattisgarh, Orissa and 
West Bengal) said they had received such advice. The proportion of those contacted, 
who did not receive even basic feeding advice is presented in Table 4.4 as “missed 
opportunity for feeding advice”. By Round 3 the missed opportunities decreased in 
all the districts, suggesting that service providers were paying increasing attention 
to feeding advice. As shown in the table, significant improvements were also seen 
in several districts in the unprompted recall of more specific advice such as feeding 
the child out of a separate plate. 


However, it is also clear that large proportions of mothers were not receiving 
comprehensive advice even in Round 3. As the data demonstrate, the proportion 
of women recalling advice to feed out of a separate plate even in Round 3 

was less than 25 percent in all states at the end of the project. Similarly, the 
proportion of mothers recalling that they had been told to feed the child a 
variety of foods also remained low overall, with a modest increase of about 

20 percentage points in Andhra Pradesh and Orissa. 


Associations between reported advice and reported practice 

Actual feeding practices, as reported by mothers were observed to be closely 
associated with reported contact and advice. This is particularly true of at least four 
to six states in the endline survey. Illustrative examples of observed associations 
are presented in Table 4.5. For instance, in almost all states, mothers, who reported 
having been visited at home by either the ANM or the AWW during te last months 
of pregnancy, were far more likely to have initiated breastfeeding their cnitaren 
within two hours of birth than those who reported not being so visited. Similarly, 
those who recalled receiving specific advice regarding frequency of feeding 
complementary foods, were significantly more likely to also report that they fed 


only those who reported contacts could 
| by the proportion contacted. 


© Since all women did not report contacts with service providers or volunteers, 7 hig 
report on advice received, the proportion who received advice is considerably influence 
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of AWW/ANM contacts and advice provided on feeding practices, Endline (2006) 


: . 
Andhra Chhattis- | Jharkhand.| Madhya Orissa | Rajasthan | Uttar | West 
Pradesh garh Pradesh | | Pradesh | Bengal 


Table 4.5: The influence 


nitiation of breastfeeding within 2 hours of bi Bee ane ae 
sige laste, | 
} . ns 


qe 


6-8 mo infant fed twice/9-23 months child fed thrice by mother/adult from a separate plate 


% practice amongst contacted 


Fed at least the minimum frequency recommended for the age by an adult from a separate plate 


% practice amongst 48.8 36.1 28.1 
those advised minimum 
recommended frequency 

22.4 


% practice amongst those 
not advised minimum 
recommended frequency 


‘fo practice amongst those 
advised approximate 
recommended volume 


‘fe practice amongst those 
not advised approximate 
recommended volume 


Odds Ratio 


n’ = Total number of mothers of 0-5 months old infants born at home; 
All denominators are not provided here to avoid crowding. The 
In general, the tighter the confidence interval, the larger the 


n? = Total number of mothers of 6-23 months old children; 


y exclude extreme outliers for responses given to questions related to advice and practice of frequency and volumes. 
denominator. 
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Figure 4.3: Comparing change 
in reported advice related to 
frequency of complementary 
feeding and the practice of 
feeding at the recommended 
frequency over Rounds 2 and 
3 of RAPs in panel districts 
(2004-2005). 


the child the minimum frequency recommended for the age ( 
six of eight states. Similar associations can be observed bet 
about minimum needed volumes of complementary foods, a 
children as reported by mothers. Not shown in the table, as 
stronger when the feeding practice was defined more speci 
rather than more generally. For instance, the strongest ass 
advice were seen for the reported practice of feeding thre 
than for two times or more a day; 


as per footnote 5) in 
ween reported advice 

nd actual volumes fed to 
sociations were generally 
fically or stringently 
ociations with specific 

e times or more a day 

or for feeding a certain minimum proportion of 
recommended volumes of complementary foods than for feeding any amount at all. 
This makes it more likely that the associations were Causal. 


In general, it also appears that in districts where the processes that were 
promoted did not pick up strongly, the prevalence of desirable feeding practices 
also did not increase significantly. Figure 4.3 is illustrative of this association: 
in the panel districts of Jharkhand, Madhya Pradesh and Rajasthan, there was 
minimal change in the proportion of mothers reporting that they had received 


advice between Rounds 2 and 3 of RAPs. These were the very districts where 


change in the corresponding practice (of complementary feeding) was minimal. 
The strong associations between positive change between received advice and 
practice in the remaining districts are also clearly seen. 


Other aspects of the program strategy, such as the use of multi-channel mass 
communication for behavior change, and specifically the role of job aids during 
interpersonal communication could not be assessed because of the lack of 
measures of such inputs in a form that was amenable to analysis in the same way 
that contacts and advice were. ‘As stated earlier, mass communication was used 
primarily to supplement interpersonal communication between service providers or 
volunteers and families. 


Food supplements 

The receipt of food supplements from the AWC, an intervention supported by 
CARE/INHP since decades, was consistently found to be associated strongly with 
many processes such as home visits by the AWW and the ANM, suggesting that 


% change among children 6-18 months old 


7 - | ———_— ™ 
a i an in i a. - 


® Change in proportion reporting advice ™ Change in proportion Moors ec 
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being a supplementary feeding beneficiary in some way increased the chances 
of receiving even those services that were not anganwadi center-based,” In 
programmatic terms, it points to the wide influence that ICDS can wield in 
enhancing reach of health interventions, and thus to the need to Strengthen 
operational linkages between the ICDS and RCH programs. These fingings are 
dealt with in greater detail in the paper, Changing Infant and Young Child 


Feeding Behavior, in this series. 


This section examines the associations between selected process (such as home 
visits) or outcome (such as feeding practices) variables and variables that the 
program was not designed to influence, but nevertheless had potential influence 
on program outcomes (such as socioeconomic characteristics). 


The influence of 
non-program factors 


Behavior outcomes by background variables 

Characteristics such as socioeconomic status, gender/sex of the child, caste, maternal 
literacy and whether the mother worked outside the home in the previous month 

were generally not associated with a number of feeding behaviors in the RACHNA 
endline data (data not shown). This finding is particularly significant, since each of 
these factors is conventionally considered a powerful influence on infant feeding 
maybe significant, considering that some of these are conventionally considered 
important in terms of their influence on child feeding and caring practices. 


Table 4.6: The availability/access gap of selected food groups, children 6-23 months old, Endline (2006) 
Availability of cereals, pulses, vegetables and milk at home in the last seven days ; 


Andhra Chhattis- | Jharkhand | Madhya | Orissa Rajasthan Uttar 
Pradesh garh | Pradesh | | Pradesh 
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27.8 


Available 4-6 days 
Available 1-3 days 
Available 0 days 


n= Families where the index child has started complementary feeding 
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Differential reach of program processes 
One persisting concern for all public health Programs is whether planned 
Interventions reach the less privileged sections of the target communities 

The endline survey examined the reach of interventions to those who ae 
economically disadvantaged and to families at different distances from the 
anganwadi center as presented in Table 4.6. There was no consistent direction of 
association between two halves of a socioeconomic score (SES),"! and whether 
or not the respondent reported a home visit. However, the location of the 
respondent's home (in the same hamlet as the AWC or elsewhere) appears to 
have had a predictable but modest bearing on whether the respondent was likely 
to receive a home visit from the service providers: in about half of the states, 
respondents living closer to the AWC were somewhat more likely to get the visit 
than the more distant ones (data not shown) 


Food security: availability vs consumption of selected food groups 

A major concern in the context of malnutrition is the influence of food insecurity, 
paiticularly availability of, and access to, nutrients. INHP-II did not address 
issues related to food production and distribution, but the interventions did 
include educating mothers about the utilization of a variety of foods and 
quantities at appropriate ages. A series of questions related to availability at 
home of foods belonging to different food groups were asked to all mothers of 
children 6-23 months of age, along with questions about the foods being given to 
children over 24-hour and 7-day recall periods. This makes it possible to obtain 

a measure of the availability of each food group in individual homes and the gap 
between the availability of a food item at home and the practice of feeding that 
food item to the child. This analysis is presented in Table 4.7. 


The availability or access gap: The staple cereal (rice/roti/khichdi) was available in 
most of the households surveyed, on most days.” However, milk and milk products 
were not available in all households, with Orissa reporting the lowest availability 
of milk (20 percent). Pulses and vegetables were cooked about half of the time 

in households surveyed. Families with illiterate mothers and families with a 
relatively low SE score were less likely to report having milk products and pulses 
available (data not presented). 


The utilization gap: In three states, less than 10 percent of families reported 

not giving cereals to children on one or more days, even when available. In the 
remaining five states, this gap ranged from 13 percent to 23 percent on one or more 
days in the week. In up to five percent of families in Uttar Pradesh and West Bengal, 
children 6-23 months old were not fed cereals on a single day in the past seven even 
when cereal was available daily. In up to 25 percent of households, children were not 
fed vegetables on any day, even when available in the house, and up to 40 percent 
were not given milk even when available. Further analysis (also not shown in tables) 
indicates that the patterns are not substantially different for younger or older 


' 11 Socioeconomic Score (SES): The variables included in the socioeconomic score are caste, deals ee bape 7 
employment, type of housing, access to toilet facilities, electricity and potable water. A score of zero ‘ ent. The sample was 
each respondent for each variable and the sum of these scores formed the SES score for a a daa ‘ ee either side of the 
split into approximately equal halves at a cut-off score closest to the median, to give two re ih , scribed in greater 
median. This was done for each state, and separately for baseline and endline data sets. The method is de 


detail in the paper, Methods Used for Assessments. 177 
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Table 4.7:The utilization g 
he number of days specific food groups were available at home vs 


Difference between t 
the number of days consumed by the child in the previous seven days 


| Chhattis- | Jharkhand Madhya Orissa | Rajasthan Uttar 
garh Pradesh | | Pradesh 


577 572 578 640 


Utilization gap Andhra 
Pradesh 


718 


n = Famili 
amilies where mothers report that the food item was available in the past seven days 


ae within the oe months age group. Thus, utilization gaps for these food 
or Pps apparently remain relatively constant even as the child grows older across 

S age range. No clear differences were observed between different socioeconomic 
groups in terms of the utilization gap. 


sted ae of aks vegetables and milk products in many households 

in the relieatone a CUTTING PTODIEM. Bayo Seis strate ete odes aaa 
eo ehupastined pie i foods for child feeding in the case of four important 
children this amo ae = wi pu ox sic quantities of meals given to 

the findings rese x ‘ 2 ne ee rare of infant feeding. The silver lining lies in 
ably tion ie: : pala wale indicate that focused program interventions 

iinesine the tate —— at large scale over relatively short periods, 


_22_ _RACHNA Program 2001-2006 


Improving Infant Feeding Over the Life of RACHNA: Lessons from the Field 


Lessons related Apart from the empirical evitence discussed above, there was a wealth of 

to strengthening information and lessons from the field, starting with the lessons a ry 

program operations INHP-I. These lessons informed Periodic refinements to the Strateg pe hei 
that has been detailed in several other Papers in this series.12 In ce ae 
emerged as the most likely to bring about behavior change at large me 
during the INHP-II project period was a set of interlinked strategies seeking to 
strengthen interpersonal communication between frontline ICDS or RCH workers 
and the families of pregnant women and children under two years. Results, as 
presented above, indicate that these strategies did succeed in improving ” 
processes and outcomes in different contexts. This section lays out some of the 
background specific to infant feeding, which should help the reader appreciate 
more completely the nature of the change that was attempted. 


In the first year of INHP-II, a number of elements of the original operational 
strategy were sought to be rapidly implemented in about 100 selected AWC 
clustered in a few districts in each state, to help draw lessons about operational 
feasibility and effectiveness that would inform the larger program."? When these 
sites were evaluated in mid-2003, some important lessons relevant to infant 
feeding were learnt: 


¢ The 6-12 months of intervention appeared to have brought about modest 
changes in infant feeding practices; qualitative assessments indicated, 
however, that amounts of complementary foods fed to infants were very small. 


¢ Information about feeding practices was reaching more families through 
community volunteers, AWW and ANM; however, there was little evidence of 
any serious effort to identify and address specific cultural and social barriers 
to adequate infant feeding. 


¢ There appeared to be associations between families reporting contacts with 
such volunteers or functionaries and the reporting of good feeding practices. 


¢ The enthusiasm and efforts of community volunteers in these early learning 
sites were remarkable; it was clear, however, that this was being sustained by 
intense contact with staff of contracted NGOs and CARE district teams, and it 
was not clear if this in itself was replicable at wider scale. 


As a response to these findings, an “Essential Nutrition Actions” package which 
consisted of age specific feeding recommendations, job-aids and guidelines for 
implementation of nutrition interventions at village, sector, block and district 
levels, was developed to demystify and strengthen the nutrition component 

of the program. The package included a simplified approach to counseling for 
adequate infant feeding. This package was field tested at multiple sites with close 


The paper, Program Description provides an overview of the original operational strategy and the Lede itd sone 
the paper, Working with Existing Systems provides further details of the lessons that led to specific c dhe in a” ete 
working with ICDS and RCH; the paper, The Role of Community Volunteers in INHP, provides descriptions of lessons lea 
implementing the strategy of establishing and sustaining a cadre of community volunteers. mae 

13 The paper, Program Description provides details of the learning process involving these Early Learning Sites. 
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participation of CARE field teams as well as ICDS and health functionaries, before 
being offered for larger scale implementation. Other elements of the BCC strategy 
were also strengthened. 


It also became increasingly obvious that the lack of effort in the ICDS and health 
program functionaries had deep roots: 


e “Malnutrition”, in common ICDS parlance, referred only to the most severely 
malnourished children - the Grade III and IV of ICDS growth charts, usually 
less than five percent of the children registered at the anganwadi center. The 
established interventions for addressing malnutrition were the different kinds of 
referral care and extra food supplements provided to such children. Most of the 
special efforts and campaigns that states launched periodically focused virtually 
exclusively on these children. The numbers of such “malnourished children” 
were tracked assiduously (based on routine monthly reports from AWW) at the 
highest administrative levels. However, the huge numbers of children of lesser 
degrees of malnutrition received almost no special attention. 


e Any focus on preventing malnutrition was almost entirely missing. Field 
staff and program leadership did not reinforce or emphasize breastfeeding or 
complementary feeding practices during their visits to anganwadi centers. There 
was inadequate appreciation of the fact that child feeding after three years 
of age was of little consequence to child malnutrition, and that insufficient 
attention to infant feeding was a major cause of the high levels of malnutrition. 


e There was limited understanding of malnutrition among medical and 
nursing staff of the health department. While it was known in principle that 
malnutrition worsened by about six months of age when breast milk alone 
became inadequate, the extent of the problem was not recognized. 


e There was almost no source of evidence to show the status of feeding 
behaviors or of the processes that were meant to address feeding behaviors. 
Routine records and reports gathered virtually no information, and most 
surveys, including the NFHS and RHS gathered only the most rudimentary 
information on feeding behaviors. By default, this permitted neglect of 
feeding behaviors. 


e Atall levels, there appeared to be acceptance that malnutrition was a direct 
consequence of poverty and nothing could be done about it. 


Between 2002 and 2005, INHP-II sought to increase the focus of ICDS and health 
programs on the prevention of malnutrition, using evidence from within and 
beyond the project, and commonsensical reasoning to demonstrate why it made 


sense to pay attention to changing feeding behaviors. Specific points that were 
made include: 


e Mild malnutrition contributes to more deaths than severe malnutrition. Simple 


calculations, based on known proportions of children in different grades of 


malnutrition, and known mortality rates in these groups, were used to show 
how this happened. 
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e Malnutrition in children begins early and is well-established well before the 
child is two years old. Evidence from surveys such as the RAPs were used to 
show how malnutrition rates increase dramatically after about six months 
of age and touch 60-80 percent in the second year (Figure 4.4).'* While 
malnutrition rates are lower among children from better-off families, they too 
were not growing to potential." 


e Most children are not fed complementary foods (cereal-based semi-solid or 
solids) in quantities anywhere close to the amounts recommended for their 
age. This is irrespective of socioeconomic status, and is related to poor 
awareness of the fact that children 6-23 months old would eat substantial 
amount of such foods, if offered. 


e Very few mothers actually ever receive advice from service providers about 
infant feeding. 


Such evidence and reasoning was used to persuade program leadership at various 
levels to act. Although this was not a uniformly intensive process, most districts 
did acquire at least a minimal level of focus on infant feeding by the end of 

the project period. In many of the districts evidence was gathered and used 
resulting in a series of actions within ICDS and health programs and leading to 
improvements in process and outcome indicators.’° Informal assessments in the 
field indicated a strong association between purposive actions by INHP teams 
(to advocate for operational focus on infant feeding and to provide hands-on 
guidance to field functionaries for establishing and sustaining such focus) and 
such changes. Where either the effort by the INHP teams or the “absorption” by 
ICDS and health field staff was not sufficiently effective, the changes in process 
and outcome indicators appeared to be proportionately less strong. 


: i i of 
“ Part of the reason for the dramatic fall in nutritional status from late in the first year until late in oa aT eee 
NCHS standards. When the new WHO Child Growth Standards are applied, the fall is less dramatic, althoug 
the same. See Shrimpton, R et al, 2001. 6 
'5 Typically, in communities across districts and states it is uncommon to find children : soa 
of NCHS standards for that age (or well above the uppermost curve of the ICDS growth c ; s ; seribatichd eure ea 
16 The RAPs and the Evaluation Research study were serial, independently conducted district a ae poeborteyatce st § 
10 districts in all. In addition, over 50 other districts conducted one round of smaller, locally-ted an g 
(usually called “mini-RAPs”) sometime in 2004 or 2005. 


growing near or above the median 
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Another important lesson learnt concerned the primary vehicle for interpersonal 
communication. Change Agents, who were village volunteers supported by the 
AWW and ANM, were identified at the beginning on INHP-II as key persons 
responsible for operationalizing behavior change for IYCF at the village and 
household level. However, it had become obvious by the mid-term review that, 

+ most districts, very few mothers reported that they were being contacted by 
Change Agents (RAP, Round 2, late 2004). It became apparent that Change Agents 
were working well when well-supported, either by NGO field staff or by a capable 
AWW, but this was restricted to relatively few sites, and the time and intensity of 
effort needed to make this work at larger scale was deemed beyond the scope of 


INHP-II.”” 


In contrast, increasing proportions of mothers reported in many states that they 
were being contacted by AWW and ANM at critical points during pregnancy and 
infancy. These home visits provided contextual guidance to families on infant 
feeding, and the personalization made a difference. Simple calculations showed 
that it took about 1-2 home visits a day for the AWW to accomplish the minimum 
number of visits to homes of children and mothers to provide timely information 
and advice on newborn care and infant feeding. This was well within the 5-home- 
visits-a-day norm that the AWW were supposed to follow according to their job 
description. ANMs could supplement this effort by making similar home-visits 
whenever they visited the village. The role of the Change Agents was therefore 
also modified with lesser expectations of contributing significantly to behavior 
change efforts. 


In addition to the recruitment and role of community volunteers (Change Agents), 
a wide range of other approaches were used in different contexts during INHP-II 
to enhance community involvement and participation in sustaining behavior 
change. This included the encouragement of appropriate local belief systems (such 
as the ritual initiation of complementary feeding at the age of six months), the 
use of ritual events to initiate meaningful behavior change (such as turning the 
ritual god bharai - traditionally conducted in the seventh month of pregnancy to 
invoke blessings for the impending childbirth - into a larger community event 
designed to enhance awareness and involvement of the family and community in 
ensuring a safe childbirth and perinatal care) or creating community platforms 
where social barriers to the practice of desirable behaviors could be discussed 
(such as initiating saas-bahu-pati-sammelan - gathering of mothers-in-law, 
daughters-in-law and husbands where their mutual roles in mother and child care 
could be discussed) or the use of formal community platforms such as the Gram 
Sabha or Panchayat bodies or women’s self-help groups to raise the collective 
consciousness of the state of nutrition of mothers and children and to Support 

the AWW, ANM and Change Agents in their efforts to improve service coverage 

and change child caring and feeding practices. All such processes shared the 
strengths and limitations observed in the case of Change Agents: when intensely 


implemented, they were effective; intensity in implementation was difficult to 
sustain at larger scale. 


"’ See paper, The Role of Community Volunteers in INHP, in this series. 
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Such community-level efforts complemented mass Communication efforts, which 
were based on state-specific behavior change communication strategies “ ; 
were developed in most states in consultation with other agencies that Ps 
public space to address similar issues as INHP-II, and with the involvement 

of government departments. The idea was to minimize conflict and confusion 
between channels carrying messages about child Caring and feeding, and to 
leverage and optimize existing resources. The channels of communication used 
included folk theatre and community events, posters, banners, wall writings and 
radio spots and programs. These reached peak intensity at different periods of 
time, and each of them achieved variable penetration. No formal assessment 

of the reach and effectiveness of these measures was conducted. However, it 
was clear that such channels of communication reached a general audience and 
that it was interpersonal communication that was more suited to take the right 
information to the right person at the right time in the context of a time-bound 
effort at behavior change. 


As a result of lessons learned from all of efforts described above, a number of 
modifications were made to INHP-II in early 2005 to reorganize the strategy"® and 
address scale and effectiveness simultaneously. The AWW’s daily diary was converted 
into a home-visit planner-register to help her track her own home visits and Caring 
and feeding behaviors of individual mothers and children from pregnancy through to 
the second year of the child’s age. ICDS sector meetings”? were reorganized to allow 
structured time for sufficient discussion of outcome-oriented activities (besides 

the administrative tasks). Guideline checklists were given to ICDS supervisors to 
help them ask the right questions to AWW during meetings and field visits, so that 
they could intervene in a timely manner and help the AWW guide behavior change 
in families. The active and regular participation of ANMs was sought in ICDS sector 
meetings, besides active participation in the monthly Nutrition and Health Day to 
provide fixed-day fixed-site services as earlier. Representatives of locally contracted 
NGOs (one per block) and INHP district team members (typically, 2-3 per district) 
facilitated and supported these processes. While many of the community processes 
described above continued to be promoted, it was difficult to sustain the necessary 
intensity at the full project scale within the life of the project. 


The speed and intensity with which these described developments were 
understood, taken up and implemented varied by state and often by district 
within a state. Some of the panel districts where RAPs were conducted, for 
instance, had adopted many elements of this strategy as early as 2004, while 
these were not implemented intensely enough in several other districts. This 
differing intensity appeared to be one of the main explanatory influences that 
produced differential results. The endline survey results discussed earlier in 
this paper are thus state-level summated averages of the influence of different 
durations and intensities of implementation. 


ram as it went to full scale, the development of 


i f the pro 
18 The changes that were introduced into the strategy in the last year o p see in the paper, Working with Systems and 


these tools and processes, and the extent of their penetration are described in 

Program Description. eee toner 
® The area of operation of a field supervisor of ICDS (also called Lady Supervisor or Mukhya abla pie hota pre 

typically covers about 20-25 AWC. At monthly sector meetings, all AWW in the sector meet wi 

monthly reports and plan for the subsequent month. 
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and improvements in nutritional status: An analysis from Kalahandi district, 


Box 4.2: INHP-II Interventions 
Orissa, Rounds 2 and 3, RAPs 


Between the RAPs Rounds 2 and 3, a number of closely related improvements were observed in the panel district n 
Orissa - Kalahandi, with respect to infant feeding and nutritional status in the age group bit months. The analysis 
below demonstrates relationships between: (a) increased service provider contacts with CavegIVerS; (b) the advice 
that caregivers report that they received at visits; (c) infant/child feeding behaviors; and (d) nutritional status. 


Changes in nutritional status eee irae 
Table 1 shows that nutritional status (weight-for-age) among infants 6-11 months of age in Orissa Panel District 


improved from Round 2 to Round 3 according to several measures. Mean Weight for Age Z score (WAZ) increased by 
more than a quarter of a Z-score and the percentage of infants who were severely malnourished dropped by half. 


Table 1. Nutritional status (weight-for-age) among infants 6-11 months of age 
Indicator | Round 2 | Round 3 | Difference | p 


Mean WAZ (SD) -1.795 (1.1577) | -1.526 (1.0814) 0.270 0.037 


Changes in feeding-related behaviors reported by caregivers 

Table 2 shows that, on average, at Round 3, caregivers reported feeding 1.28 more meals/day and 80 ml more 
food/day than at Round 2. From Round 2 to Round 3, the percentage of caregivers introducing semi-solid foods 
during the sixth month (not earlier than six months and not later than the sixth month) increased by more than 
11 percentage points. 


Table 2. Feeding-related behaviors reported by caregivers of infants 6-11 months of age 


Indicator | Round 2 | Round 3 | Difference | ) 


Mean frequency of meals/day* 0.000 


Mean quantity (ml) food per meal (SD) 101.5 (65.91) 181.4 (116.36) 0.000 


* Fed by caregiver or family member from separate bowl or plate. 


Associations between targeted feeding behaviors and nutritional status 

INHP-II targeted increased frequency and quantity of feeding as key behaviors influencing infant/child nutritional 
status. Caregiver-reported frequency of meals fed per day and quantity of food fed per day were regressed on WAZ 
of infants 6-11 months of age to test whether this assumption is correct. The analysis demonstrated that these 
behaviors are strongly associated with weight-for-age (Table 3): a 0.137 Z-score increase in WAZ is associated with 
each additional meal per day, and a 0.002 Z-score increase in WAZ is associated with each additional milliliter of 
food per day (or a 0.200 WAZ increase for every additional 100 ml/day). 


Table 3. Linear regression coefficients for caregiver-reported feeding behaviors in the prediction of weight- 
for-age among 6-11 month-old infants (RAPS Round 2 and 3 combined) 


Factor 


Frequency of meals/day* 
Quantity of food/day (ml) 
* Fed by caregiver or family member from separate 


0.137 (0.049) 
0.002 (0.001) 0.021 


bowl or plate. 
Associations between targeted feeding behaviors and AWW/ANM contacts, and advice received at those contacts 


a, were ebserved between contacts with caregivers in the previous month and the frequency of 
eals red per day, but no statistically significant relationship was observed between contacts and quantity of food 
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ee 


fed per day (data not shown). Mean frequency of feedings/day was 0.5 feedin 
a contact with an AWW during the previous month than among those who did 


quantity of food fed per day was not statistically associated with contacts wit 
effect was positive. 


g/day higher among those who had 
not report such a contact. Although 
h AWWs or ANMs, the Observed mean 


Both frequency and amount of food were strongly and positively associated with the r 
caregivers received: as shown in Table 4, for each increase in recommended feeds 
increased by more than half a meal, and the amount of food fed per day increased 


e€commendation that 
per day frequency of meals fed 
by nearly 40 ml. 


Table 4. Linear regression coefficients for advice received during contacts with service providers in the 


prediction of feeding behaviors among caregivers of 6-11 month-old infants (RAPs 2 and 3 
combined) 


Reported behavior 


Frequency of meals fed per day 


Amount of food fed per day (ml) 


Changes in caregivers reporting contacts with service providers and reporting receiving specific advice 
related to infant/child feeding 

Table 5 shows very substantial increases in the percentage of caregivers who report receiving a visit from the 
AWW or ANM in the previous month. Table 6 shows an equally and correspondingly substantial increase in the 
percentage of providers who reported receiving advice related to feeding staple foods. Among Caregivers who 
received this advice, the mean number of daily feeds recommended to them also increased substantially from 
Round 2 to Round 3. 


Table 5. Percentage of caregivers reporting contacts with AWWs and ANMs in the month prior to the survey 
Contact | Round 2 | Round 3 | Difference | ) 


With AWW in previous month 0.000 
With ANM in previous month Pane «| ce Saas eo 


Table 6. Percentage of caregivers reporting advice about infant/child feeding during contact with service 
providers during the month prior to the RAPs survey 
Indicator | Round 2 | Round 3 | Difference | p 


Fed staple foods () 00 


Mean recommended daily feeds (SD)* 2.4 3.0 ee 0.001 
(0.78) (0.82) 


* Among those advised to feed staple foods. 


Conclusion 

Without random assignment of individuals to intervention and control groups, certain attribution of observed 
results to an intervention is not possible. Nonetheless, several factors suggest that INHP-II interventions to 
increase service provider contacts with caregivers, and to improve the quality of advice given at those seinen: 
have resulted in substantial improvements in nutritional status. First, service provider contacts and advice given at 
contacts have clearly improved from Rounds 2 to 3 in Orissa Panel District. Second, both contacts and ae are 
associated with the practice of behaviors targeted by the project. Third, the percentage of est a practicing the 
targeted feeding behaviors increased dramatically during the same period. Finally, empirical evidence demonstrates 
that the targeted behaviors are strongly associated with nutritional status, which has improved markedly from 


Round 2 to Round 3. 
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Lessons related to 
behavior change 


The impact of INHP-II 
on child malnutrition 


From interactions with field teams and from field visits, and correlating these with 
survey data, some lessons could be drawn. Broadly, they were: 


e Feeding practices around the neonatal period (early breastfeeding, avoidance 
of prelacteals) were adopted quickly - sometimes dramatically so. 


e Not all practices changed so easily, for example the timely initiation of 
complementary feeding. This was despite considerable emphasis on this 
practice throughout the life of the program, and despite an established 
tradition of ritual initiation of feeding of cereals at the age of around six 
months in most communities. The practice of the rituals was strengthened 
over time, but, the intense effort required to sustain complementary feeding 
in the weeks and months beyond the ritual was harder to sustain. The 
resistance to change came from the perceived intensity of effort needed and 
the lack of perceived need for complementary feeding. 


e Anecdotal evidence suggests that information reaching families from multiple 


channels is important, and that personalization of advice by the AWW or ANM 
is crucial. Families do recall “messages” heard on the radio or TV, but do not 
seem to associate them with their own practices until someone makes the 
association for them. 


e Behaviors that changed quickly, changed apparently without intensive, 


specialized counseling. Such intense counseling was in any case not feasible 
to ensure at large scale over a short period of time. This indicates that an 
approach of tailoring intensity of behavior change efforts to the levels of 
readiness to change may prove more efficient than attempting equally intense 
efforts for all behaviors in all contexts. 


The project had targeted an eight percentage point decrease in the proportion of 
malnourished children among 12-23 months olds over the five project years, and 
this was expected to be assessed by making a comparison of this indicator between 
baseline and endline surveys at the aggregate program level. A reduction of 
approximately eight percentage points was actually observed over this time period, 
between the baseline and endline surveys. However, attribution of this change to 
INHP measures is difficult, and the Final Evaluation of the project speculated that, 
given the fact that no significant change in nutritional status was observed in the 
evaluation research study, and since the relatively modest increments in feeding 
practices were unlikely to have influenced nutritional status at a program level, the 
reduction in levels of malnutrition between the baseline and the endline might be 
attributable to the increase in measles vaccine coverage rates over the same penod. 


Apart from the nutrition evaluation research study that was conducted in 

two intervention districts, there is no other source of data from intervention 

and comparison areas. However, serial assessments made through the RAPs 
permit analysis of a number of process and outcome variables that INHP tried 

" influence using such periodically collected cross-sectional data. Among all 
districts and age groups examined, strong associations emerged in the panel 
district in Orissa, Kalahandi, in the age group 6-11 months. A detailed case study 
'S presented in the Box 4.2, which suggests that there exists a high probability 
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that nutritional status improved as a consequence of bet 
feeding, promoted in turn by home visits and advice giv 
children by AWW and ANM. Some of the largest improve 
feeding practice indicators were seen in Kalahandi, am 
This may be interpreted to mean that, where the proce 
and advice were seriously and extensively implemented, they probably led to 
better feeding practices and to better nutritional status among children in the 
district. The sample in Kalahandi represented a universe of 263 AWC, a large scale 
Equally strong and consistent associations were not found in other panel districts, 
but these results raise the possibility that a certain Proportion of the 78 project | 
districts did achieve a focus of sufficient intensity during the project period to 
have begun to move nutritional status. It is tempting to believe that given more 
implementation time, more districts may have achieved similar implementation 
intensity and achieved similar results in terms of nutritional status. 


ter complementary 

en to families of these 
ments in process and 

Ong all the panel districts. 
sses of timely home visits 


Conclusions 


The INHP attempted to promote healthy infant and young child feeding behaviors 
on a large scale, using a number of different strategic approaches, as one of a 
set of interventions aimed at reducing mortality and malnutrition in children. 
The most widely applied approach was to help the ICDS program, and to a 

lesser extent, the RCH program sharpen their focus on families with children 

less than two years of age to promote healthy feeding practices. A number of 
other approaches, including mobilizing and training community volunteers, mass 
communication and the involvement of community groups in monitoring services 
were also employed, but less widely. This paper has presented the results and 
lessons emerging from this experience. 


INHP intended to help improve a wide range of breastfeeding and complementary 
feeding practices, but narrowed the emphasis over time to cover the more basic 
ones to begin with. The evidence presented suggests that almost all feeding 
practices improved at scale, although not across all areas. The evidence also 
indicates that activities and processes promoted by INHP, that is, timely home 
visits with key messages and advice related to infant feeding during pregnancy 
and at critical contact points early in the first two years after birth improved 
significantly over time, and that these improvements were generally more marked 
in the same districts or states that saw improvements in feeding practices. Also, 
at least in the case of some feeding practices, strong associations were found 
with reported contacts and advice given by service providers. Finally, there is a 
specificity to certain changes that suggests the influence of INHP. For instance, 
over the three rounds of RAPs, there is an increase in the reported frequency “i | 
feeds given by adults out of a separate bowl or plate, but in most districts, this is 
not accompanied by an increase in frequency of meals fed by young se il or by 
the child himself, or in the proportion of infants fed out of someone else’s plate 
~ either of which should logically have increased as part of a “secular” trend. 


Evidence of success in promoting breastfeeding practices through timely and 


repeated contacts by peer and professional counselors in community settings are 
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available from other regions of the world as well (Morrow et al, 1999 and Sikoriski 
et al, 2002). These findings suggest that the differential pace of change mn a | 
given outcome indicator in different contexts could be a function of the intensity 
with which these process were applied in different contexts. Field observations 
made by project staff corroborate this explanation. It could happen that, over a 
longer period of implementation, as field teams learn from experience, the pace 
of change could become more uniform across contexts. Cultural factors, where 
strong, can be expected to modulate the effect of such efforts. The differences in 
exclusive breastfeeding rates between different states, and in their rate of change 
are probably good examples of differences in the strength of traditions governing 
feeding water or other liquids in the first six months. 


There are several possible explanations for the large differences in the 

pace of change of neonatal vs post-neonatal feeding practices. Immediate 
breastfeeding and the avoidance of prelacteals are one-time behaviors, and thus 
easier to change than behaviors such as exclusive breastfeeding or sustained 
complementary feeding, which require continual efforts on the part of mothers. 
There is an operational explanation as well: both ICDS and RCH programs focused 
more on pregnant women and childbirth rather than the older infant and child. 
Even when such attention was given, it was primarily for immunization, not 
infant feeding. INHP field teams believe that, more intensive attention to infant 
feeding, particularly complementary feeding, could have increased with time. This 
becomes very pertinent when one considers that, by design, INHP reached the last 
half of the program universe in the last year of the five-year time-frame. Finally, 
“messages” for complementary feeding tend to be more complex and possibly 
require more skill for effective communication. The improvement in frequencies and 
quantities of complementary foods in areas where it did improve, such as in Orissa, 
could probably be a result of more focused capacity building of service providers 
with well defined information. Feedback from government functionaries suggest that 
age specific feeding recommendations and simple job aids of the essential nutrition 
actions package described earlier facilitated this change process. 


The achieved rates in the quantities of complementary feeds fed to children are 
disappointing, particularly when compared to what children at that age should 
have eaten to sustain adequate growth. However, this must also be judged from 
the fact that complementary feeding of any significant amounts was virtually non- 
existent in this age group across most states even as late as 2003, when the first 
round of RAPs were conducted, and if these values are taken as representative of 
practices in most communities in the states, the values from the third round in 
2005, and from the endline for the states in 2006 (not presented in the paper, 
since there were no baseline values to compare with, but similar to the values in 
the third round of RAPs) begin to look respectable. 


The influence of INHP interventions on malnutrition rates is difficult to judge on 
the strength of the available evidence. At program level, malnutrition rates fell 
eight percentage points between the baseline and endline surveys, but the nutrition 
evaluation research study failed to find a difference in nutritional status between 
Intervention and comparison districts after two years of intervention. On the other 
hand, as the case study from Kalahandi in Orissa suggests, there could be pockets 
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“messages about infant feeding to mothers and families of children under the 
age of two years by AWW and ANIM, the frontline workers of these programs, with 
oversight from their supervisors, NGOs and INHP field teams. Other measures, such 
as additional resources for behavior change communication, can, by implication, 
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While the endline follows the current standard of as 
questions listing several possible liquids that might 
a similar list, but does not prompt for each option, 
for the 24-hour EBF indicator are likely to be over-e 
underestimate improvements from baseline to endli 
questions in the two surveys is that medicines are 
in the baseline. This might have affected comparisons since medicines are exclud df 

the definition of EBF. However, since the Proportion of respondents esate ean 
liquids or solids in the baseline is very small across all states (and lesser ane th “ hers” 
in endline), it is unlikely that medicines have been considered by the tordeaes a " 
respondents at the baseline, and thus it is unlikely that the baseline EBF estim “ h 
been affected by the absence of medicines in the list. sap: 


king mothers a series of prompted 
have been given, the baseline uses 
Effectively, the baseline values 
stimates, and this would tend to 
ne. Another difference between the 
Prompted for in the endline but not 


Only cereal-based semi-solid or soft foods like rice, mashed roti or khichdi, with or 
without vegetables, meat, fish, eggs were included in the estimation. Only meals fed b 
an adult or a sibling older than 12 years, out of a separate plate or bowl, were included 
First, the mother was asked to recall the number of times the child was fed such foods 
in the previous 24 hours, by different persons, including the child himself or herself 

out of a separate plate or bowl. The mother was requested to get the bowl or plate that 
she normally used to feed the child, along with some water in a separate glass/jar. She 
was then requested to estimate the quantity eaten by the child during each meal fed by 
an adult or sibling older than 12 years of age, by pouring the corresponding amount of 
water into the bowl. Any amount not eaten by the child was discarded. The water was 
transferred into a measuring cylinder. This process was repeated for each meal and the 
amount eaten throughout the day was noted in milliliters. The energy density of cereal- 
based semi-solid was assumed to be similar to that of cooked rice, which was assumed to 
be 1 kcal per gram (a conservative estimate), and the physical density to be 1 gram per 
milliliter; thus, the volume of semi-solid measured in milliliters was numerically equivalent 
to the number of kcal consumed. 


Approximations are available for the second and third rounds of RAPs for intake not 
quantified in these estimates: 


e Meals fed by the child himself/herself, or by another child less than 12 years old: 


Among infants, less than 15 percent of children were reported to have been fed 

this way across districts and rounds, and there was no significant change in this 
proportion across rounds. Among children 12 months or older, this proportion ranged 
from 1 percent to 43 percent, but there was insignificant change over rounds in most 
cases. 


e Meals fed out of someone else’s plate: about 30 percent to 90 percent of infants and 


children were reported to have been fed out someone else’s plate across rounds, but 
again, there is insignificant change over time in this proportion in most districts. 
Field observations indicate that, while this proportion is indeed high, the actual 
quantities fed are often very small. 


e Snacks other than meals: The proportion of children reported to have been given 


snacks was in the range of 30 percent to 80 percent, with a small increase with age, 

but there was no significant change in this proportion across most districts. . 
Thus, it is probable that the actual energy intakes are significantly higher than estimated 
in Table 4.2, particularly for the children older than 12 months. However, since the 
increase in the proportion of children consuming food as described by any of the above 
categories over rounds is small, and since the proportion of children consuming ACF is 
significant across most states, the estimates for ACF and quantities presented in Table 4.2 
are likely to closely reflect the true magnitude of change in intake over time. 


hour EBF estimates in NFHS-3 does not include 
cines are considered not to be a violation of 
y question includes a prompted 
It is possible that medicines are 
this might result in a slight 


The question that is used for generating 24- 
an option for medicines. By definition, medi 
exclusive breastfeeding. Hence, the RACHNA endline surve 
option for medicines and excludes this while defining EBF. 
included in the “others” option in the NFHS-3 question, and 
underestimation of EBF rates by NFHS-3. 
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There are very large differences between NFHS-3 and RACHNA estimates in a couple 

of states (Madhya Pradesh and Rajasthan). In the case of Madhya Pradesh, the three 
project districts are clustered adjacent to Chhattisgarh, and it is likely that even baseline 
EBF rates were high, at levels similar to those in Chhattisgarh, while NFHS-3 estimates 
represent the whole state (48 districts). The reasons for the wide differences in Rajasthan 
are not clear, but may lie in wide variations between districts, considering that the Round 
3 EBF estimates in the panel district of Rajasthan (Bikaner) are close to state NFHS-3 


estimates. 


Until the Supreme Court ruling of 2004 mandated universal provision of food supplements 
to all families in the geographical coverage area of an AWC, the ICDS program had followed 
the practice of targeting food supplements to the families of scheduled castes, scheduled 
tribes and other poor families. It was predicted that, since food served as an incentive for 
mothers and children to come to the AWC, food supplements would encourage utilization 
of AWC-based services such as antenatal check-ups and immunization, provided by the 
ANM at the AWC. Since these food-beneficiaries were specifically targeted by ICDS, it 

was also predictable that outreach services provided by the AWW would reach food 
beneficiaries more than others. What was not predicted was that outreach services of ANM 
of the health/RCH program, which did not by policy target ICDS food beneficiaries, would 
also reach food beneficiaries more selectively than other families. 


As observed in Table 4.7, in five of the eight states, 90 percent or more mothers reported 
that rice/roti/khichdi were cooked at home on each of the past seven days. In Uttar Pradesh, 
about 13 percent reported that such cereals were not cooked daily, while in Chhattisgarh and 
Madhya Pradesh more than 20 percent reported this. Up to 2.4 percent reported that cereals 
were not cooked in the house on any of the last seven days. While this appears alarming, 
the gaps are unlikely to be due to lack of availability of cereals, since there is no significant 
difference in the socioeconomic makeup of those reporting vs those not reporting such gaps. 
Those not reporting daily cooking/consumption of cereals in the previous week were also not 
consistently those who reported gaps in food availability when asked more direct questions 
related to food security. The food security related questions also did not reveal acute current 
food unavailability (the data collection happened in February-March 2006). It could be that 
the question as communicated (“In the last seven days, on how many days were rice, roti or 
khichdi cooked in the house?”) may have been interpreted narrowly to exclude certain other 
staples, or to include only one or the other among these three, or to exclude days on which 
the family was not at home, or days when the family for other reasons did not cook at home. 
For the purpose of this analysis, it should be safe to assume that the actual availability of 
cereals was close to 100 percent. In reality, a certain proportion of families do go through 
seasonal lean periods when sufficient food is not available at home, for periods ranging 

from a few days up to two months in a year. A much smaller proportion report experiencing 
extreme deprivation for brief periods, when there may be literally no grain at home. When 
asked specifically whether children under five years have to eat less during lean periods, less 
than one percent of families admitted to this. These findings were echoed by a number of 
groups working with poor communities on livelihood related issues in different parts of the 
country. These findings, based on the INHP-II endline survey, have not yet been published. 


(Contd. from inside of the front cover) 


proportion of households reported non-availability for varying periods in 7-da 


af y recalls. In addition, signifi 
gaps were found in the utilization of food items such as vegetables and milk, significant 


despite availability at home. 


In many states and districts, significantly strong associations were found between reported processes promoted 
by INHP, such as timely home contacts or advice given by service providers and feeding practices Suggestin 
that the processes had contributed to improvements in feeding practices at large scale. . 


Despite the improvements in feeding practices, the absolute amounts of cereal-based complementary foods 
reported in 24-hour recalls were much lower than recommended levels even at or close to the project endline. 
This appears to be one of the main reasons for the lack of change in nutritional status found in the evaluation 
research study. 


The INHP experience indicates that infant and young child feeding practices can change at large scale, and 
change relatively quickly and measurably. Evidence is presented to suggest that there was wide variation 

in the rate of improvement in feeding practices across districts, and that, where substantial improvements 
in feeding practices were achieved, reductions in malnutrition rates were probably also achieved, as 
demonstrated by evidence from one district in Orissa. Taken together, the Paper suggests that the ICDS and 
Health Department programs, which were the primary implementers, can make a substantial difference to 
infant and young child feeding practices and to nutritional status, using strategies that bring their efforts to 
focus on critical feeding issues. 


This series of working papers was envisioned and written by persons actively involved in the program 
design and implementation. USAID/BASICS directly contributed to the writing and production of this 
series of papers in several ways before it closed in India in December 2007. A number of data support 
and field staff gave invaluable contributions, and the papers were reviewed by CARE-India and USAID/ 
India staff. 


The main contributors to this paper were Arti Bhanot, Deepika Chaudhery, Sridhar Srikantiah and 
Swapan Bikash Saha. 


Questions and comments are welcome. For this paper, they may be addressed to 
sridharmfc@yahoo.com or to dora@careindia.org. 
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Two major projects of the Reproductive and Child Health, Nutrition and HIV/AIDS (RACHNA) program 
of CARE-India completed five years of work supported by funds from USAID in late 2006. The 

second phase of Integrated Nutrition and Health Project (INHP-II) was aimed at helping reduce 

child malnutrition and mortality. The rural component of the Chayan project primarily addressed the 

unmet need for spacing methods, while its urban component attempted to reduce HIV transmission 

among at-risk groups. Together, the projects covered 78 districts and 22 cities, spread over 10 states, 

and worked closely with key national programs and a spectrum of different partners. This series of 

working papers documents the results and lessons from these five years. 


Executive Summary: What we have learnt so far 
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and Health Program 
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